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This study examined the records of all psychiatric patients who 
were hospitalized over one year in a public sector institution. The 88 
patients primarily were men, hospitalized under a penal code, 
Hawaiian or other ethnic minority, and unmarried. Over 7 4% were 
hospitalized under a penal code. The State is ~oving toward. a 
capitated managed care environment for the ~enously and persts.-
tently mentally ill. With the majority of the patt~nts ~ho are hospt-
talized under a penal code, changes in the pub ftc po/tcy concernmg 
their care is needed. If no changes are made, all of the existing 
hospital beds potentially could be filled with forensic patients. 
The rising cost of health care is a national concern. Patients 
with serious and persistent mental disorders contribute signifi-
cantly to this increase, they frequently are hospitalized over an 
extended period of time, and account for more than 40% of the 
cost of mental health care. 1 
The chief of Adult Mental Health Services reports the average 
cost of hospitalizing a patient at Hawaii State Hospital, .the 
public sector facility, is approximately .$500 ada~. At the. tm~e 
of this report, 88 individuals hospitalized at this psychiatric 
facility had a length of stay exceeding one year. According to 
Sherry Harrison, the annual cost to provide basic services for 
these patients is approximately $16 million or $182,500 ($500 
x 365 days) per person. It can be argued that this is a cost-
effective rate as compared to the average-daily cost in the private 
sector of approximately $1,000. However, a large portion of 
these patients could be placed in non-hospital settings. 
To understand more clearly the factors that contribute to the 
length of stay, a variety of issues need to be examined. Barber et 
aF studied the clinical and demographic characteristics of 203 
chronic inpatients at Western State Hospital in Staunton, Vir-
ginia. The most significant findings were: 1) the majority of the 
patients had a diagnosis of schizophrenia or organic mental 
disorder; 2) 32% of these patients had a violent episode 6 months 
prior to the conclusion of the study; 3) there was a pre.valence of 
neurological abnormalities such as abnormal EEG, se.Izures, and 
a history of a head injury; 4) 62% of these patients w~re 
hospitalized either involuntarily or through a plea of Not guilty 
by reason of insanity. 
Bigelow et aP studied the characteristics ofhard-to-place state 
hospital patients. In their patient sample of 146, 62% ~ere 
assaultive, 32% had a history of starting fires, and 80% had ht~le 
or no self-care skills. Loud outbursts were a problem behavior 
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for 62% of the patients. 
After a 10-year follow-up study of a cohort of patients from 
Cambridge-Somerville Hospital in Cambridge, Massachusetts, 
in 1977 to 1987, an investigation by Dorwart' found what 
appears to be an increasing number of involuntarily committed 
patients who are at risk of harming themselves. Sixty-five 
percent of the patients in his review were involuntarily commit-
ted and 48% were assaultive. Ten percent of the patients were 65 
years of age or older, 30% had medical co-morbidities, and 25% 
needed assistance with activities of daily living. 
Similarly, Gottheil et aP assessed characteristics oflong-term 
patients in 1981 and 1986 and found the proporti~m of patients 
hospitalized more than 5 years decreased, as did the overall 
hospital census. Also reported was an increase in the number of 
non-voluntary patients and a larger mix of older, disabled, and 
unemployed patients. 
In a 1992 study, Soni et al6 examined the differences between 
chronic schizophrenic patients in community and hospital ~et­
tings. Hospitalized patients had a higher incidence of negative 
symptoms (primarily flattened affect and poverty o~ s~eec?) and 
severe thought disorders as compared to those hvmg m the 
community. They found the community patients received higher 
doses of neuroleptic drugs and, as a result, had a higherincidence 
of extra-pyramidal side effects. 
The changing characteristics of schizophrenic patients admit-
ted to state hospitals between 1970 and 1986 indicated that the 
number of African-American men increased in proportion to the 
other ethnic groups. 7 
These patients relied on either Medicare or their own funds to 
pay for the cost of services and were more likely to be indigent. 
The majority of long-term patients tend to be diagnosed as 
schizophrenic, have a history of assaults, are a member of a 
minority group, and were hospitalized under a penal co?e 
charge. The purpose of this study is to compare the charactens-
tics and demographics of the long -term patients identified in the 
literature with those surveyed in Hawaii and to discuss the 
implications of this comparison. 
Methods 
This study was conducted at Hawaii State Hospital, a 187-bed, 
public sector psychiatric facility ser;ing the entire state .. The 
average daily census at the time of this study was 178. Patients 
are located on 7 different nursing units. Three of the units are 
primarily for forensic patients, with the remaining units provid-
ing care for acute, cognitively impaired, older adults, and those 
patients needing biopsychosocial rehabilitation. Children or 
adolescents are not hospitalized at this institution. 
Using the variables and criteria as identified from Barber et al, 2 
all patients hospitalized more than one year as ofJanuary 1, 1993 
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were included in the study. Using a survey tool adapted from 
their study, a registered nurse reviewed the records of 10 
long-term patients and determined that the required information 
could be retrieved. She then reviewed the records of all patients 
eligible for inclusion in the study. Forty-nine percent, or 88 of 
the inpatients met this criteria (Table 1). 
The demographic data were analyzed using descriptive statis-
tics and a two-tailed, unpaired statistic to compare group means 
of age, years since onset of illness, years of hospitalization, 
educational level, marital status, ethnicity, and legal status. 
Comparisons were made between gender, ethnicity, type of 
legal status, age, history of violence, abnormal EEG, history of 
head injury, and Axis I and nursing diagnosis employing chi 
square statistics. 
Results 
The patient population was comprised primarily of men, hospi-
talized under a penal code, of Hawaiian or other ethnic minority, 
and unmarried. The average length of hospitalization was 5.2 
years with a standard deviation of 4.1 years (Table 1). 
Legal Status 
Voluntary patients comprised 18.2% of the group with 4.5% 
who had been civilly committed. More than 74% of the patients 
had been hospitalized under a penal code (Table 1). Men 
represented some 86.4% (df=1, p=.001). 
Ethnic Mix 
The ethnic category was reported by the patient using the State 
of Hawaii Data Book!' as a guide. The patients were classified 
into one of the 5 largest ethnic groups in the state or into the 
Other category. 
In the study population, the ethnic mix for Hawaiians, Cauca-
sians and the Other category was significantly different from 
that found in the general population (df=5, p=.05). Caucasians 
were underrepresented at 15.9%, while according to The State of 
Hawaii Data Book they comprise 33.4% of the population. 
Hawaiians were 20.5% of the patients and only 12.5% of the 
general population. The other ethnic groups were collapsed into 
one group because of small cell sizes. In this group were 3 
African-Americans, 1 Laotian, 1 person of mixed ethnicity, 5 
Portuguese, 3 Puerto Ricans, 5 Samoans, 1 Tongan, and 1 
Vietnamese. 
DSM-III-R 
The DSM-III-R Axis I diagnosis is illustrated in Table 2. A 
schizophrenic diagnosis was found in 67% of the patients. Of 
this diagnostic classification, the most frequent grouping was 
chronic paranoid (17%), followed by schizoaffective (14.8%), 
chronic undifferentiated (13.6%) and (10.2%) paranoid type. 
Only 10% had an organic diagnosis; 5.7% an Axis I diagnosis of 
substance abuse. Four patients had no Axis I diagnosis. Using a 
chi square analysis, no significance was found between Axis I 
diagnoses and ethnicity. 
Twenty-eight percent of the patients had 2 Axis I diagnoses 
and 6% had 3. The most common second Axis I diagnosis was 
substance abuse, accounting for 13% of the patients. 
An Axis II diagnosis was determined in 34% of the patients. 
The most common diagnosis was personality disorder and 
encompassed 17% of the patients. Mental retardation followed 
with 10.2% of the group. 
-
Thirty-four different medical diagnoses comprised the Axis 
III classification. Sixty-one percent of the patients had no Axis 
III diagnosis. The most common diagnosis was essential hyper-
tension for 6.8% of the patients and diabetes mellitus and acne, 
both with 3.4% of the population studied. 
Nursing Diagnosis 
Thirteen different nursing diagnoses were found for 92% of the 
patients (Table 3). Eight percent had no nursing diagnosis. 
When comparing the nursing diagnosis with the most frequent 
Axis I diagnosis, schizophrenia, 23.8% had a nursing diagnosis 
of ineffective individual coping and 28.4% had a nursing diag-
nosis of alteration in thought process. These findings were 
marginally significant (d=39, p=.059). The other Axis I diagno-
ses were not significant when compared to the nursing diagno-
sis. 
Table 1.-Demographic Characteristics 
Both Men Women 
N=88 N=76 (86.4%) N=12 (13.8%) 
Mean age 39.2 39.1 43.8 
Mean years ill 17.2 17.3 19.5 
Mean years this 
hospitalization 5.2 5.5 3.3 
Mean years education 11.6 10.4 11.1 
Married-past or present 26% 24% 25% 
Civil code 
Voluntary 18.2% 13.6% 4.5% 
Civil commit 4.5% 3.4% 1.1% 
Penal Code 
Unfit to Proceed 3.4% 3.4% 0% 
Acquit/Commit 54.5% 51.0% 3.4% 
Acquit/Commit until 
clin discharged 3.4% 2.2% 1.1% 
Revocation of condition release 12.5% 9.0% 3.4% 
Other 3.4% 3.4% 0% 
Ethnicity 
Caucasian 15.9% 14.7% 1.1% 
Chinese 3.4% 1.1% 2.2% 
Filipino 12.5% 11.3% 1.1% 
Hawaiian 20.5% 17.0% 3.4% 
Japanese 19.3% 13.6% 5.6% 
Other 28.4% 28.4% 0% 
Table 2.-Axis I Diagnosis N:88 
Schizophrenia 73% 
Affective disorders 10% 
Organic disorders 8% 
Other psychosis 1% 
Mental retardation 0% 
Substance abuse 20% 
No diagnosis 5% 
Noncompliant med treatment 3% 
Total exceeds 1 00% as some patients have more than one Axis I diagnosis. 
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Benefit Status 
Eighty-three percent of the patients received some type of state 
or federal assistance: 17% benefited from the Medicare or 
Medicaid program; 17% received no government funds from 
Medicare or Medicaid. 
Clinical Features 
Eighty-three percent of the patients had no history of physical 
violence; 12 patients, or 13.6%, had been violent during the past 
6 months. Sixty-four percent, however, did have a history of 
violence during their hospitalization. Men were more likely to 
have been violent, 59% versus 5.7% for women (df=3, p= .045). 
There was no significance between the legal status and a history 
of violence during the previous 6 months or during the entire 
hospitalization. 
Medications 
Seventeen different psychotropic medications were adminis-
tered to the long-term patients. For schizophrenic patients the 
most frequently prescribed medication was clozapine (14.8% ), 
haloperidol decanoate (9.1% ), and thiothixene (6.8%) (df=51, 
p=.003). No medications were prescribed for 12.5% of the 
patients. One percent of the affective-disorder patients received 
haloperidol, 3.4% were given lithium carbonate, and 2.3% were 
administered chlorpromazine. A second drug was administered 
to 51.1 %of the patients, 21.6% received 3 drugs, and 5. 7% were 
given 4 drugs. The most common second drug was divalproex 
sodium at 10.2%, and benztropine mesylate at 9.1 %. The third 
most commonly prescribed drug was benztropine mesylate at 
4.5%, and divalproex sodium at 3.4%. 
Reason for Hospitalization 
The most common reason for hospitalization was "Not guilty by 
reason of insanity" (Table 4). More than 73% of the subjects 
were in this category. Only 14.8% were clinically unstable or 
unable to care for themselves in a less-restrictive environment. 
"No housing options" was a problem for 13.6% of the patients. 
Eight percent were a danger to themselves or others. 
Discussion 
Patients hospitalized more than one year account for 49% of the 
total hospital census. Many of the patient characteristics found 
in this study correspond with findings in the literature: 62% of 
patients had a diagnosis of schizophrenia, 92% had a history of 
violence during their hospitalization, and 24% had an organic 
diagnosis. 2 In this study 73% were schizophrenic, 64% had a 
Table 3.-Primary Nursing Diagnosis N:88 
Communication impaired 2.3% 
Coping, ineffective individual 23.9% 
Health maintenance 3.4% 
Injury, high risk 1.1% 
Knowledge deficit 1.1% 
Nutrition altered 2.3% 
Self-care deficit 2.3% 
Sensory perceptual alteration 3.4% 
Social interaction, impaired 10.2% 
Social isolation 2.3% 
Thought process altered 28.4% 
Violence, high risk 9.1% 
Other 8.0% 
None 2.3% 
-
history of violence, and only 8% had organic diagnosis. Fewer 
than 13.6% of the patients had been violent in the past 6 months. 
These findings contrast sharply with those reported by Barber et 
aF who found a higher incidence in all of these areas. 
Why are the patients in this sample apparently less violent and 
exhibiting fewer organic diagnoses? The first explanation is 
perhaps that conditions are under-diagnosed. A second possibil-
ity may be, with 74% of the long-term patients committed under 
a penal code, that they are now stable, but because of their legal 
status have not been discharged. In this study, a higher percent-
age of patients wer~ involuntarily hospitalized under a penal 
code than those reported by Barber et aF and Dorwart. 4 Of their 
subjects, 63% to 65%, respectively, were forensic patients. 
Nursing diagnosis was marginally significant when compared 
to the various Axis I diagnoses. These preliminary findings 
suggest that a more intensive evaluation of nursing diagnosis 
and their correlation to the Axis I diagnosis is warranted. Less 
than 55% of the schizophrenic patients had a nursing diagnosis 
of ineffective individual coping or alteration in thought process, 
which typically describes the nursing problems this diagnosis 
represents. 
There could be a number of issues that contributed to this 
finding: 1) the registered nurses might have been unfamiliar 
with the diagnoses, 2) the patients did not exhibit the behaviors 
described by the diagnoses, or 3) the nurses' assessments did not 
lead to an accurate nursing diagnosis. Further research is needed 
to clarify these questions. 
An increasing number of minorities who have been hospital-
ized as reported by Thompson et aF was also found in this study. 
Overrepresented in the patient population were Hawaiians and 
a variety of smaller ethnic minorities. Caucasians were 
underrepresented. This study seems to confirm the continuing 
trend that ethnic minorities are increasingly overrepresented in 
state hospital populations. Also the high number who are indi-
gent seems to corroborate that these growing numbers of minor-
ity patients have limited resources. 
The lack of a significant number of Axis III diagnoses was 
surprising. Perhaps the medical problems of the chronic psychi-
atric patients are frequently under-assessed. To address this 
problem Hawaii State Hospital has contracted with the Univer-
sity of Hawaii's Schools of Nursing and Medicine to provide a 
nurse practitioner and a board-certified internist to upgrade the 
level of medical care. Working collaboratively with the existing 
medical staff, they are responsible for both coordinating and 
providing medical ser.vices. 
Perhaps the most significant finding of this study was that 7 4% 
Table 4.-Reasons Why Patients Still in Hospital N=88 
Clinically unstable 14.8% 
Unable to care for self in less restrictive environment 14.8% 
No housing options 13.6% 
Decompensates with discharge planning 2.3% 
Dangerous to self or others 8.0% 
Noncompliant with meds 5.7% 
Not guilty by reason of insanity 70.4% 
Total exceeds 1 00% as some patients have more than one reason. 
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of the patients were hospitalized under a penal code. Theoreti-
cally this means, given the present growth in the forensic 
population, these patients could eventually take all of the avail-
able beds in the state. It is entirely possible that in the near future 
the voluntary and civilly committed patients could find "no 
room at the inn." 
The State of Hawaii will eventually need to develop alterna-
tive plans to manage this group of patients. One consideration 
could be the establishment of supervised group homes and 
intermediate care facilities for the nonviolent patients who are 
now stable. Only 13.6% of the patients had been violent during 
the past 6 months. Approximately 36% of the patients were 
either clinically unstable, unable to care for themselves in a less-
restrictive environment, or dangerous to self or others. For these 
patients, continued hospitalization is probably warranted. How-
ever, for patients who needed housing, were noncompliant with 
medications, or were patients only because of the "Not guilty by 
reason of insanity" plea, potentially they could be managed 
outside of the hospital setting. 
One of the major public concerns is the safety of the commu-
nity when forensic patients are placed off hospital grounds. 
There seems to be a myth that if patients are in a hospital then the 
public's interests are protected. As forensic experts acknowl-
edge, most patients have committed nonviolent crimes and 
probably pose no danger to themselves or others at the time of 
commitment. 
A variety of instruments and/or protocols have been proposed 
to assess when forensic patients can be placed safely in the 
community. Some agencies use the Minnesota Multiphasic 
Personality Inventory and Rorschach tests in predicting danger-
ousness. But there is no clear consensus regarding their useful-
ness in predicting readiness for community placement. 10 An 
instrument developed at Patton State Hospital, California, mea-
sures a forensic patient's readiness for community outpatient 
treatment. The scale measures 15 different items, as such illness, 
behavior, substance abuse, and future plans. The validity and 
reliability of the instrument is not reported. Maier et al1 discuss 
a variety of security safeguards used at the Mendota Mental 
Health Institute in Madison, Wisconsin, to determine if forensic 
patients are appropriate for community placement. Their tool 
has been in use for 7 years and the scale has proven reliable. They 
use such interventions as a 3-month community orientation, 
release-planning groups, buddy systems, and security sign-in/ 
sign-out to facilitate the transition. 
Perhaps safeguards that use such assessment instruments and 
protocols would facilitate the appropriate discharge from the 
hospital into the community. A safer approach, at least from the 
public's perspective, would be transferring patients from the 
hospital into either a group home or intermediate care facility. 
The cost for maintaining a patient in a group home is estimated 
to be approximately $70 a day or $2,100 a month. As mentioned 
previously the cost to hospitalize 1 patient is estimated to be 
$15,000 a month. If only 30 of the current long-term patients 
could be discharged to a group home, the savings would be 
significant. A monthly savings of $387,000 is achievable; the 
annual savings could exceed $4.6 million. Even if the estimate 
is high and only 20 patients could be managed in a group setting, 
the savings would still be $258,000 a month. 
If the patient requires a higher level of skilled nursing, an 
intermediate care facility might be appropriate. These units 
generally have a higher staff-to-patient ratio than a group home, 
and thus are able to provide a higher standard of care and more 
protection for the community. It appears a significant number of 
long-term care patients from this study could be transferred to 
such a facility. The cost to operate a unit would be substantially 
below those of a hospital. 
A major obstacle to facilitating these types of moves are the 
acquit and commit statutes. In Hawaii, the patient may petition 
the court annually for conditional release. The courts, for a 
variety of reasons, have been extremely hesitant to release 
patients once they have been acquitted and committed to the 
custody of the Director of Health for treatment. Part of the 
concern lies with public misconceptions about the mentally ill, 
the high number of indigent minority groups, public defenders 
who have heavy case loads and seem reluctant to invest much 
time in these cases, and a State Attorney General's office whose 
role is not to advocate for patients but for the interests of the 
State. 
Hawaii statutes for the most part do not conform to the 
American Bar Association's criminal mental health standards. 
If the state legislators and the governor enacted into law the 
major standards recommended by the American Bar Associa-
tion, 12 many of the inconsistencies might be resolved. The public 
officials responsible for managing the criminally insane might 
want to jointly collaborate in drafting model legislation to 
address the shortcomings in the Hawaii statutes. 
The State of Hawaii, in July 1993, received a waiver from the 
Health Care Financing Administration to combine its Medicaid 
and other general entitlements into a managed care program 
called QUEST. 13 This program provides 13 days of inpatient 
psychiatric care and 12 outpatient visits per year for acute 
services. In 1994, the State will develop a separate, fully capitated, 
managed mental health program for the seriously disturbed 
mentally ill, the chronic alcohol and substance abuse patients. 
This means, potentially, there will be a fixed amount of funds 
available to care for this population. 
It is unclear how the State hospital will operate under such a 
system. It is possible the State or a private vendor will be given 
a fixed capitated rate to manage these patients. It seems certain 
the resources will be limited. It is also apparent from both the 
literature review and the findings of this study, the forensic 
population will continue to grow. The State must manage these 
patients in a cost-effective manner. 
With our health-care resources becoming more precious, 
administrators will need to examine existing delivery models to 
ensure they provide quality outcomes and are cost-effective. 
Many challenges face the mental health delivery system and 
they require innovative solutions. Managing the growing foren-
sic patient population is one of the main challenges as identified 
in this study. 
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Classified 
Notices 
To place a classified notice: 
HMA members.-Please send a signed and type-
written ad to the HMA office. As a benefit of mem-
bership, HMA members may place a complimen-
tary one-time classified ad in HMJ as space is 
available. 
Nonmembers.- Please call 536-7702 for a non-
member form. Rates are $1.50 a word with a 
minimum of 20 words or $30. Not commissionable. 
Payment must accompany written order. 
Services 
Experiencing a high-turnover with your billing 
personnel? Pathfinder Business Services offers 
an in-house medical billing service at reasonable 
rates. Free consuttation. Call 625-1085. 
Medical Billing Services. EMC claim process-
ing, patient statements. We pick up and deliver 
accurate work. Call for rates: Mad Con, 236-0285. 
Position Available 
BC/BE Emergency Medicine physicians needed 
for on-call positions at $80 an hour. Contact Monte 
Elias MD at 522-3781 or Ellen Sakai, Physician 
Recruitment Coordinator, at 522-3006. Mail CVs to: 
Straub Clinic & Hospital, Physician Recruitment, 
888 S King Street, Honolulu HI 96813. Fax (808) 
522-4113. 
Family Physlclan.-Looking for experienced fam-
ily physician to work in beautiful Kohala. Immediate 
opening. (808) 889-6236. 
Office Space 
Sports medicine and orthopedic surgical prac-
tice.-Willing to share office space at Queen's POB 
1 and Pali Momi POB. Complete staff, managerial 
system, radiology, and physical therapy svcs avail-
able. Call Diane Fong, 536-4992, M-W-F or 487-
7231 T-Th. 
Medical Arts Bldg.-250 sq It to 997 sq It of office 
space available. Med svcs on site. Contact Char 
Shiroma or Crissy Young, 524-2666. 
Locum Tenens 
Radiologist, semi-retired on Maui, available to 
cover on any island; please call (800) 784-MAUI or 
(808) 875-9794. 
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President's Message 
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Lewin, the HMA Legislative Committee 
will be looking at commenting on a state 
version of the Patient Protection Act. 
Anyone wishing to comment should con-
tact HMA staff or Dr Jack Lewin. Dr 
Lewin wants to ask every member of the 
HMA to become involved in this year's 
legislative process. You will be hearing 
from him shortly. 
The HMA continues to work for you 
and all of medicine in Hawaii. 
National Institute for Occupational Safety and Health (NIOSH) 
Hazardous Substance Training in Hawaii 
Pesticide Emergency Response 
Thumday,Apnl6, 1995 
Designed for: 
Firefighters 
Police 
Dept of Transportation 
Dept of HeaHh 
Civil Defense 
Pagoda Hotel, 1525 Rycroft Street, Honolulu 
Sponsored by: Hawaii Department of Agriculture. 
Pesticides & Medicine in Hawaii 
Friday,Apri17, 1995 
Designed for: 
Physicians 
Nurses 
Industrial hygienists 
Public health practitioners 
For more information, call Gerald at the Hawaii 
Department of Agriculure, (808) 973-9411. 
• Bow T-o SeD Real Estate, 
Stodm orYoar Bltw'•--lllld Not Pay aayT«Kal 
• Bow To A 'VOid 
Blifbc IDIIIl'IUICe To Pay fbr &tate T-xal 
• Bow To Protect Your 
Allata Pftmi.IJeNJity aad Reduce Eltllte T41Jff!11 
Call: Gene Tani CFP. PFS Jack Gaido , CLU, ChFC 
(o111r 55 J«m cotrlbiMd upemnce) 
Gaido -Tani 
Associates, Inc. 
-
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